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underlying causative gene
Dianna M. Milewicz, MD, PhD, Ellen S. Regalado, MS, and Dong-chuan Guo, PhD, Houston, Tex
S5 Indications for aortic replacement
John A. Elefteriades, MD, New Haven, Conn
Epidemiologic behavior of the thoracic aortic is reviewed. Size criteria for resection of the aorta basedon
this epidemiology are enumerated.A symptomatic aortic aneurysmshouldbe resected regardless of size.
S10 Percutaneous aortic valves: Effective in inoperable patients, what price in
high-risk patients?
Lars G. Svensson, MD, PhD, Cleveland, Ohio
After initial animal and human research, percutaneous aortic valves have become a useful newway of
treating high-risk patients. Approximately 10,000 patients have now undergone the procedure.
Studies continue to evaluate the safety and efficacy.
S14 Aortic root aneurysm: Principles of repair and long-term follow-up
Tirone E. David, MD, Manjula Maganti, MSc, and Susan Armstrong, MSc, Toronto, Ontario,
Canada
Long-term results of aortic valve–sparing operations continue to be excellent, with low rates of valve-
related events. Freedoms from reoperation on the aortic valve at 12 years were 90.4% 6 4.7% after
remodeling of the aortic root and 97.4% 6 2.2% after reimplantation of the aortic valve (P 5 .09).
S20 Principles of aortic valve repair
Munir Boodhwani, MD, MMSc, and Gebrine El Khoury, MD, Brussels, Belgium, and
Ottawa, Ontario, CanadaAortic Root II S23 Use of the Valsalva graft and long-term follow-up
Ruggero De Paulis, MD, Raffaele Scaffa, MD, Saverio Nardella, MD, Daniele Maselli, MD,
Luca Weltert, MD, Fabio Bertoldo, MD, Davide Pacini, MD, Fabrizio Settepani, MD, Giuseppe
Tarelli, MD, Roberto Gallotti, MD, Roberto Di Bartolomeo, MD, and Luigi Chiariello, MD,
Rome, Bologna, and Rozzano, Italy
We reviewed a multicenter experience of the reimplantation procedure with a Valsalva graft in 278
consecutive patients. The actuarial survival, freedom from aortic valve replacement, and freedom
from residual aortic insufficiency rate at 10 years was 95.2%, 91%, and 88%, respectively. This
approach seems to guarantee satisfactory and reproducible results.
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4A The Journal of Thoracic andS28 An aortic ring: From physiologic reconstruction of the root to a standardized
approach for aortic valve repair
Emmanuel Lansac, MD, PhD, Isabelle Di Centa, MD, Ghassan Sleilaty, MD, Eric Arnaud Crozat,
MD, Olivier Bouchot, MD, PhD, Rachid Hacini, MD, Dominique Blin, MD, Fabien Doguet, MD,
PhD, Jen-Paul Bessou, MD, PhD, Bernard Albat, MD, PhD, Roland De Maria, MD, PhD, Jean-
Pierre Villemot, MD, PhD, Eric Portocarrero, MD, Christophe Acar, MD, PhD, Didier Chatel, MD,
Ste´phane Lopez, MD, Thierry Folliguet, MD, PhD, and Mathieu Debauchez, MD, Paris, Suresnes,
Saint Martin D’heres, Dijon, La Tronche, Rouen, Montpellier, Vandœuvre-le`s-Nancy, Tours, and
Saint Laurent du Var, France
Restorations of both root geometry and cusp coaptation are prerequisites for a successful valve-
sparing procedure. A standardized and physiologic approach to aortic valve repair is suggested, using
root remodeling with resuspension of the cusp effective height and external subvalvular aortic ring
annuloplasty.
S36 Valve-preserving root replacement in bicuspid aortic valves
Hans-Joachim Scha¨fers, MD, Takashi Kunihara, MD, PhD, Peter Fries, MD, Brigitte Brittner, MD,
and Diana Aicher, MD, Homburg/Saar, Germany
The combination of root aneurysm and bicuspid aortic valve can be treated safely by root remodeling
and preservation of the valve. This is a reproducible option with good long-term function if normal
valve configuration is achieved.
S41 Replacement of the ascending aorta in bicuspid aortic valve disease: Where do
we draw the line?
Thoralf M. Sundt III, MD, Rochester, Minn
S45 Aortic surgery symposium 2010 discussions—Session I: Aortic root I and
session II: Aortic root IIAscending Aorta S52 Does the dilated ascending aorta in an adult with congenital heart disease
require intervention?
John M. Stulak, MD, Joseph A. Dearani, MD, Harold M. Burkhart, MD, Thoralf M. Sundt, MD,
Heidi M. Connolly, MD, and Hartzell V. Schaff, MD, Rochester, Minn
Moderate ascending aortic enlargement is common among patients with conotruncal anomalies
coming to operation, but aortic dissection is rare, as is subsequent need for aortic reoperation. Despite
current enthusiasm for prophylactic ascending aortic operations in patients with acquired disease, the
moderately dilated aorta in this setting may be observed.
S58 Aortic root reoperations after pulmonary autograft implantation
J. A. Bekkers, MD, L. M. A. Klieverik, MD, PhD, G. Bol Raap, MD, PhD, J. J. M. Takkenberg, MD,
PhD, and A. J. J. C. Bogers, MD, PhD, Rotterdam, The Netherlands
This study reports on reoperations of the aortic root after pulmonary autograft implantation. These
reoperations can be performed safely and with little morbidity.(continued on page 5A)
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Table of Contents (continued)S64 The Bentall procedure: Is it the gold standard? A series of 597 consecutive
cases
Christian D. Etz, MD, PhD, Moritz S. Bischoff, MD, Carol Bodian, DrPH, Fabian Roder, MS,
Robert Brenner, BS, Randall B. Griepp, MD, and Gabriele Di Luozzo, MD, New York, NY
The choice of valve for aortic root reconstruction seems to have no influence on long-term outcome.
Emergency operation and the presence of clot/atheroma have a significant impact on short-term
outcome. Reoperation for either ascending aorta and/or aortic valve is low.Arch S71 Long-term outcome after aortic arch replacement with a trifurcated graft
Moritz S. Bischoff, MD, Robert M. Brenner, MS, Johannes Scheumann, MS, Carol A. Bodian, DrPH,
Randall B. Griepp, MD, Steven L. Lansman, MD, PhD, and David Spielvogel, MD, NY and Valhalla, NY
The long-term outcomes of 206 consecutive cases of aortic arch replacement with a trifurcated graft
were assessed. Despite low operative mortality, few neurologic complications, and excellent graft
patency, long-term survival was compromised by extensive comorbidity and attrition awaiting
a second-stage procedure.
S77 Classic hybrid evolving approach to distal arch aneurysms: Toward the zone
zero solution
Joseph Bavaria, MD, Rita K. Milewski, MD, PhD, Joshua Baker, MD, Patrick Moeller,
Wilson Szeto, MD, and Alberto Pochettino, MD, Philadelphia, Pa
A combined open surgical and endovascular approach to managing aneurysms of the distal aortic arch
(hybrid arch repair) is emerging as a viable treatement option. Early results of these repairs, in this
cohort of patients with multiple comorbid risk factors, are encouraging.
S81 Complex thoracic aortic disease: Single-stage procedure with the frozen
elephant trunk technique
Roberto Di Bartolomeo, MD, Davide Pacini, MD, Carlo Savini, MD, Emanuele Pilato, MD, Sofia
Martin-Suarez, MD, PhD, Luca Di Marco, MD, and Marco Di Eusanio, MD, PhD, Bologna, Italy
This study examined our experience with the single-stage frozen elephant trunk procedure in patients
with extensive aneurysms of the thoracic aorta.
S86 Aortic surgery symposium 2010 discussions—Session III: Ascending aorta and
session IV: ArchDissection S92 Acute aortic syndrome
Steven L. Lansman, MD, PhD, Paul C. Saunders, MD, Ramin Malekan, MD, and David Spielvogel,
MD, Valhalla, NY
Acute aortic syndrome refers to heterogeneous conditions causing aortic pain. The topic focuses on
penetrating aortic ulcer, a focal atherosclerotic ulceration that corrodes into the media, and intramural
hematoma, a blood collection within the aortic wall not freely communicating with the aortic lumen,
with restricted flow.
S98 Treatment for malperfusion syndrome in acute type A and B aortic dissection:
A long-term analysis
G. Michael Deeb, MD, Himanshu J. Patel, MD, and David M. Williams, MD, Ann Arbor, Mich(continued on page 6A)
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6A The Journal of Thoracic andS101 Strategies for subacute/chronic type B aortic dissection: The Investigation of
Stent Grafts in Patients with Type B Aortic Dissection (INSTEAD) trial 1-year
outcome
Christoph A. Nienaber, MD, PhD, Stephan Kische, MD, Ibrahim Akin, MD, Herve´ Rousseau, MD,
PhD, Holger Eggebrecht, MD, Rossella Fattori, MD, PhD, Tim C. Rehders, MD, Guenther Kundt,
MD, PhD, Dierk Scheinert, MD, PhD, Martin Czerny, MD, PhD, Tilo Kleinfeldt, MD, Burkhart
Zipfel, MD, Louis Labrousse, MD, PhD, and Hu¨seyin Ince, MD, PhD, Rostock, Essen, Leipzig, and
Berlin, Germany; Toulouse and Bordeaux, France; Bologna, Italy; and Vienna, Austria
Thoracic endovascular stent grafting is a well-accepted treatment strategy for type B aortic dissection.
Although stable patients are traditionally treated conservatively, long-term outcomes remains
sobering because of potential false-lumen expansion. As presented in the INSTEAD trial, elective
stent-graft placement in these patients does not improve 1-year survival and adverse events, despite
favorable aortic remodeling.
S109 Thoracic endovascular aortic repair for acute complicated type B aortic
dissection: Superiority relative to conventional open surgical and medical
therapy
Ahmad Zeeshan, MBBS, Edward Y. Woo, MD, Joseph E. Bavaria, MD, Ronald M. Fairman, MD,
Nimesh D. Desai, MD, Alberto Pochettino, MD, and Wilson Y. Szeto, MD, Philadelphia, Pa
Endovascular repair for acute complicated type B aortic dissection is superior to conventional open
surgical and medical therapies, with significantly lower in-hospital or 30-day mortality. Midterm
follow-up suggests that endovascular repair continues to be associated with improved survival at 5
years relative to conventional open surgical and medical therapies.
S116 Multicenter early experience with extended aortic repair in acute aortic
dissection: Is simultaneous descending stent grafting justified?
Konstantinos Tsagakis, MD, Davide Pacini, MD, Roberto Di Bartolomeo, PhD, Michael Gorlitzer,
MD, Gabriel Weiss, MD, Martin Grabenwoger, PhD, Carlos A. Mestres, PhD, Jaroslav Benedik,
MD, Stepan Cerny, PhD, and Heinz Jakob, PhD, Essen, Germany, Bologna, Italy, Vienna, Austria,
Barcelona, Spain, and Prague, Czech Republic
The present multicenter study evaluated extended aortic repair in acute type A aortic dissection
placing a hybrid stent graft into the descending aorta. The results have demonstrated safety of the
approach and feasibility to exclude the distal false lumen inducing thrombosis in one stage.Descending/
Thoracoabdominal IS121 Indications for thoracoabdominal aortic surgery
Marc A. Schepens, MD, PhD, Paul A. Verrelst, MD, Willem Ranschaert, MD, Eric Graulus, MD, and
Daniel J. Meester, MD, Brugge, Belgium
The surgical indications for thoracoabdominal aortic replacement in elective and emergent situations
are discussed.
S125 Measuring the collateral network pressure to minimize paraplegia risk in
thoracoabdominal aneurysm resection
Christian D. Etz, MD, PhD, Stefano Zoli, MD, Moritz S. Bischoff, MD, Carol Bodian, DrPH,
Gabriele Di Luozzo, MD, and Randall B. Griepp, MD, Leipzig, Germany, and New York, NY
Catheter placement in the distal end of a cut intercostal or lumbar artery allows collateral network
pressure measurement and spinal cord perfusion pressure estimation. Interruption of all segmental
arteries in 2 stages rather than 1 abolishes expected spinal cord injury in pigs and may be similarly
beneficial in human beings.(continued on page 7A)
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Anthony L. Estrera, MD, Roy Sheinbaum, MD, Charles C. Miller III, PhD, Ryan Harrison, BA, and
Hazim J. Safi, MD, Houston and EI Paso, Tex
Monitoring indicators of neurologic function during thoracoabdominal repairs can guide procedures,
resulting in potentially better neurologic outcomes.
S136 It is not just assisted circulation, hypothermic arrest, or clamp and sew
Charles Acher, MD, Madison, Wis
Whether a surgeon chooses to use clamp and sew, assisted circulation, or hypothermic circulatory
arrest in the treatment of thoracoabdominal aneurysm, the fundamental principals of spinal cord
protection are the same: Hypothermia, control of spinal fluid pressure with spinal fluid drainage, high
arterial perfusion pressures, and neurochemical protection. Effective application of these strategies
reduces paraplgia O/E ratios from 1 to 0.2, an 80% reduction in paraplegia risk.
S142 Aortic surgery symposium 2010 discussions—Session V: Dissection and session
VI: Descending/thoracoabdominal IDescending/
Thoracoabdominal IIS147 Strategies for renal and visceral protection in thoracoabdominal aortic surgery
Joseph S. Coselli, MD, Houston, Tex
S150 One-stage repair of extensive thoracic aortic disease
Nicholas T. Kouchoukos, MD, St Louis, Mo
A 1-stage procedure using a bilateral anterior thoracotomy, hypothermic circulatory arrest, and
reperfusion of the arch vessels first to minimize brain ischemia was used in 95 patients with extensive
thoracic aortic disease. In-hospital mortality rate was 8.4%. The prevalence of major complications
did not exceed that reported for the first stage of a 2-stage procedure. It represents a safe and suitable
alternative to a 2-stage procedure for aortic disease compared with the thoracic aorta.
S154 Early and late results of descending thoracic and thoracoabdominal aortic
aneurysm open repair with deep hypothermia and circulatory arrest
John W. Fehrenbacher, MD, Harry Siderys, MD, Colin Terry, MS, John Kuhn, MD, and Joel S.
Corvera, MD, Indianapolis, Ind
Open repair of descending thoracic and thoracoabdominal aortic aneurysms continues to challenge
cardiovascular surgeons. We have shown that deep hypothermic cardiopulmonary bypass with
periods of circulatory arrest provides optimal end-organ protection and has excellent early and late
results for complex repairs of the descending thoracic and thoracoabdominal aorta.
S161 Incidence and risk factors of renal dysfunction after thoracic endovascular
aortic repair
George T. Pisimisis, MD, Ali Khoynezhad, MD, PhD, Khalid Bashir, MD, Matthew J. Kruse, MD,
Carlos E. Donayre, MD, and Rodney A White, MD, Los Angeles and Torrance, Calif; and Omaha,
Neb
This retrospective study reports the incidence and risk factors of acute and chronic renal
dysfunction after 210 thoracic aortic endovascular repair procedures. Estimated glomerular
filtration rates and standard definitions and classifications for acute and chronic renal dysfunction
were applied.(continued on page 8A)
The Journal of Thoracic and Cardiovascular Surgery c Volume 140, Number 6S 7A
Table of Contents (continued)
8A The Journal of Thoracic andS168 Hybrid and endovascular therapy for extensive thoracoabdominal aortic
disease
Celia V. Riga, MBBS, BSc, Colin D. Bicknell, MD, FRCS, and Nicholas J. W. Cheshire, MD, FRCS,
London, United Kingdom
Endovascular technology in the treatment of thoracoabdominal aortic aneurysm repair is being
investigated. This article describes these techniques and their advantages, their current role in
thoracoabdominal aortic aneurysm repair, and potential future developments in this field.Descending/
Thoracoabdominal IIIS171 Branched endografts for thoracoabdominal aneurysms
Roy Greenberg, MD, Matthew Eagleton, MD, and Tara Mastracci, MD, Cleveland, Ohio
Intermediate-term results with multiple methods of endovascular repair of thoracoabdominal
aneurysm indicate the technical feasibility of the procedure and show great promise in patients
considered at high risk for open surgery.
S179 Long-term results of thoracic endovascular aortic repair in atherosclerotic
aneurysms involving the descending aorta
Martin Czerny, MD, Martin Funovics, MD, Gottfried Sodeck, MD, Julia Dumfarth, MD, Maria
Schoder, MD, Andrzej Juraszek, MS, Tomasz Dziodzio, MS, Daniel Zimpfer, MD, Christian Loewe,
MD, Johannes Lammer, MD, Raphael Rosenhek, MD, Marek Ehrlich, MD, and Michael Grimm,
MD, Berne, Switzerland, and Vienna, Austria
In evaluation of long-term results of thoracic endovascular aortic repair for atherosclerotic aneurysms
involving the descending aorta, aorta-related survival was excellent. Lifelong surveillance remains
mandatory because of uncommon early and late failures. Thoracic endovascular aortic repair remains
attractive and now has proven durability in this group of patients.
S185 Aortic surgery symposium 2010 discussions—Session VII: Descending/
thoracoabdominal II and session VIII: Descending/thoracoabdominal IIIReader Services 9A Information for ReadersCover PhotographFrom Classic Hybrid Evolving Approach to Distal Arch
Aneurysms: Toward the Zone Zero Solution. Type I aortic dis-
ease. For type I saccular arch aneurysm, the classic debranching
procedure can be performed to bypass the cerebral vessels. This
procedure involves the end-to-side anastomoses of a 4-branched
graft to the ascending aorta. This can be done off bypass with
a side-biting clamp on the ascending aorta (IA). If a limited
amount of aorta exists between the sinotubular junction and
the ascending aorta, full cardiopulmonary bypass with cross-
clamp is required (IB). Type II aortic arch disease. This aortic
disease has no adequate suitable native proximal aorta but has
a distal aorta for antegrade deployment of the endovascular graft.Cardiovascular Surgery c DecemHowever, this pathologic condition requires construction of
a landing zone 0 site with a 4-branched graft. Type III aortic
arch disease. For type III aortic arch disease, or mega-aorta, there
is no adequate suitable native proximal ascending or descending
aorta. The inadequate suitable distal native aorta extends to just
proximal to the celiac artery. Mega-aorta also requires recon-
struction of a landing zone 0 site with a 4-branched graft. The
remaining mega-aorta is addressed by thoracic endovascular
aortic repair during the same hospitalization (IIIA). In some
cases, an interval between the open debranching procedure and
completion of aneurysmal exclusion with further endovascular
stent grafting is required (IIIB).ber 2010
